THRE DIVRIUNR UF AEAL 1N UF MiaUURIT

STANDARD TIFICATE QF DEATH
318 1003 *

............................. Primary Registration District No..

STATE FII.E NUMBER

. regsr AR

FILED DEC 30 1957

Registration District Na. .

INTERVAL BETWEEN
ONSET,AND DEATH

18. CAUSE OF DEATH [Enter only one cauae per line for (a), (b), and (¢). ] .
PART I, DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

Dunom_c@,.ggumd%’,&ﬂfwm&a

Conditions, if any,

to
a),

which gare ris
above couse
atating the under-

iying couse laat. DUE TQ (¢)

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceaased lived. If institution: Residence belore
a . STAT admission)
. COUNTY . Missouri * Y gt.louis
s.. {";05% 0 b. Cé'};Y {If cutside corporate limits, give TOWNSHIP only)| tnside Limits e. C‘I)'{?Y y 5 g Inside Limits
o TOWN 3t.Louis YesI NoD TOWN Uhivensitv City Yesll NoD
. Egg_h?:.@léé)l‘ (If NOT inhospital, givelocation)|Length of stay in 1b STREET (I outside, give location) Reside en Farm
i dqmsrnunon DePaul Hosp 12 7 ADDRESs 6764 Bartmer AvVe, | Yeso NoD
"
2 3. NAME ar Firgt Middle Last 4. DATE Moneh Day Year
0 DECEASED ~ OF
-§ (Type or print) I’&HSY C WEbeI' DEATH 12—9-57
2 5. SEX 6. COLOR OR RACE 7. anlgnmwm MARRIED []] B- DATE OF BIRTH 9. ?G;,(In geqr)a IF_UNDER 1 YEAR JtF UUNDER 24 HRS.
5 (3 ay. Months | Days flours | Min.
£ Female White wooweo [T oworceo[J]  June 18 1891 é"
: ‘110a, USUAL OCCUPATION (Glze kind of work done | 100, XIND OF BUSINESS OR INCUSTRY |11, BIRTHPLACE (City and slate of country) C) 12. CITIZEN OF WHAT COUNTRY
% during most of working life, even if retired) .
s 2. Housework At Home St .Louis WMo, USA i
5 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME
o
M Frank Overstreet Psuline Sieberth
o 15. WAS DECEASED EVER IN U, S, ARMED FORCES? 16. SOCIAL SECURITY NO.|17. INFORMANT Address
- (Fer, na, or unknawn) (Tf yeu. give war or dates of url‘l'u) .
2 No FhEAFAXREE | None Qrville Weber 6764 RBartmer Ave,
:
?
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o PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITHON GIVEN IK PART 1(a) 137 WAS AUTOPSY
= 7 0 j\ PERFORMED?
g ves 0 nof
= 20a. ACCIDENT SUICIDE HOMICIDE | 200. DESCRIBE HOW INJURY OCCURRED, (Enfer nature of injury in Part [or Part 1 of item 18.) '
: ﬁ O (] -0
'Z | M¢. TIME OF  Hour  -Month, Day, Year
) INJURY a. m, .. . *
E p.m. ) . .
ZE | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e. ¢.. in or ahout home, 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE Sfarm, factory, street, office bldg., ete.)
WORK AT WORK

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

21. [ attended the deceased from /,/',q /-jv7 , to ,qu ,’f 7 /‘zftg_f‘;

and last saw her alive on

Death occurred at r? s 3 Oa m on the date stated above; and to the best of my knowledfe, from the causes stated.

(1225, ACDRESS . - 22c. DATE SIGNED

ﬁﬂﬂlfull W!t} % B

0721/gm¢l

/2 /15

Doctor, coroner, efc. must use only standard nomenclature in item 18. No symptoms will be listed. Al

diseases in Part | must be casually reloted.

232, BURIAL, cngun] 2. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tot'n, or county) (State)
REMOVAL (Sperify . .
Eemoval 12=-12-57 Memorial P=rk Cem, t.louis Co ro,

26, RARS SIGNATUR .

24. FUNERAL MRECTOR ADDRESS 5. DATE RECD. BY LOCAL REG. (35

J.W.Clark F.H. 1125 Hodismont DEC 1057

{Licensed Embolmer's Statament on Reverse Side) ./
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STATEMENT'BY- LICENSED EMBALMER

TN . 15
i P N . 1

- . - -
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I hereby certify that the body whosé name is recorded on the reverse side of this certdtcate was emb
1S
St ’;f

byj me, or By ... i e e eeieacicssleanenacnnedvartaraennnan , Student Embalmer No.;.‘ ........

- t - .
working under my personal supervision..

Student..... e etesaeestesaissassiamsiransinsarnnanan

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in h1s OWN HANDWRITING (F:
~to comply with the above constitutes grounds for revocation of 'license).’ : :

If embalmed by a STUDENT, he also shall sign in his, OWN' handwntmg.

If this body is not embalmed, fact should be so stated above.
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